Abstract Presence of foreign body in thoracic cavity is very uncommon. Most common etiologies for the presence of such foreign bodies are accidental, traumatic or iatrogenic. We report the management of a case with a rare foreign body in the thorax i.e. surgical blade. While inserting ICD the surgical blade slipped from the scalpel and was sucked into the pleural cavity. FB migrated in the mediastinum and Contrast Tomographic scan showed elongated radio-opaque object of metallic density in the mediastinum, just abutting the superior vena cava. An immediate open thoracotomy was planned to retrieve the blade.
Introduction
Presence of foreign body (FB) in thoracic cavity is very uncommon. Most common etiologies for the presence of such foreign bodies are accidental, traumatic-intentional or iatrogenic [1] . So far the literature has reported the presence of various blunt and sharp objects in the thorax. Sewing needles, hypodermic needles, acupuncture needles, and glass pieces are various sharp objects and wooden pieces, retained sponges are few of the blunt objects reported so far. Sharp objects can cause injury to pleura, lungs, heart, great vessels, and diaphragm and can also migrate into the abdominal cavity resulting in injury to visceral organs [1, 2] . Several forms of acupuncture iatrogenia have been reported, including pneumothorax, hemorrhage, hematoma formation, hepatitis, abdominal aortic disruption, HIV transmission, cardiac tamponade, endocarditis, and death [3] . However, leaving the Blunt FB in the chest (either in the pleural cavity or extrapleurally) predispose the patient to the risk of potential infection in future and can even result in full-blown empyema in some of these patients [1] . We herein, report the management of a case with a rare foreign body in the thorax i.e. surgical blade having an unusual mode of penetration.
Case report
A 45 years old adult male with H/O chest trauma reported in another hospital with multiple rib fractures involving 8th, 9th and 10th ribs on right side. B/L Subcutaneous emphysema was present on face, neck and chest wall with an associated pneumothorax of the ipsilateral side. Immediate insertion of inter-costal drain (ICD) was planned. Small nick with surgical blade was given and ICD was inserted but the surgical blade slipped from the scalpel and was sucked into the pleural cavity. Chest roentgenogram was immediately taken, which showed blade in thorax near the chest wall along the ICD ( fig. 1 ). Patient was subjected to local exploration under general anesthesia but the foreign body could not be retrieved possibly due to suspected migration of FB in the thoracic cavity. Follow-up chest radiograph showed scalpel blade near the vertebral column ( fig. 2 ). Patient was then referred to the cardiothoracic department of our institution for further management. Patient underwent Contrast Tomographic scan (CT) which showed extensive bilateral subcutaneous emphysema with right sided hydropneumothorax and pneumomediastinum despite the presence of ICD. An elongated radio-opaque object of metallic density was seen in the mediastinum, just abutting the superior vena cava. An immediate open thoracotomy was planned to retrieve the blade lest it should penetrate major organs and vessels of thorax.
General Physical examination of the patient was remarkable for massive subcutaneous emphysema of face, neck, chest and abdominal wall and respiratory rate of 40 per minute. On arrival in the operating room intravenous line was secured with 16 gauge cannula. All monitoring devices were placed which included continuous electrocardiogram, O 2 saturation of arterial blood and arterial blood pressure. Patient was subjected to general anesthesia and left sided PVC double lumen tube of size 39 French gauge was inserted successfully. Patient was placed in left lateral position and right thoracotomy was commenced. After the thorax was opened right lung was collapsed by clamping the tracheal lumen. As the lung collapsed surgeon was able to locate the surgical blade which was lying in the mediastinum near the superior vena cava ( fig. 3) . No major injury involving lung, heart and great vessels was found except for mild contusions of right lung. Chest drain was inserted and thorax was closed. Patient was extubated and shifted to ICU with uneventful outcome.
Discussion
Retained foreign bodies (FBs) in the tracheobronchial tree, gastrointestinal tract, peritoneal cavity, and in various other locations have been the subject of many reports and reviews. In contrast, pleural cavity and chest wall have been rarely mentioned in this association. FBs located in the immediate proximity of major vessels, heart, or esophagus, and all sharp FBs should be extracted, lest they penetrate and cause bleeding or damage to organs. However, the small and clean objects located in the periphery are well tolerated and can be left behind [1] . The foreign body, lying in proximity to the right coronary artery bears the potential risk of bleeding, embolization, endocarditis or pericarditis, surgical therapy is indicated in such patients in spite of the fact that patient is asymptomatic [4] . We planned to explore our patient, because of presence of sharp object and its proximity to superior vena cava.
The best way of extraction of FBs from the pleural cavity would be either thoracotomy or videothoracoscopy (VATS) [1] . Thoracoscopy has enjoyed a resurgence in popularity due to improvements in technology and instrumentation. The indications for thoracoscopy in the trauma patient include the use of thoracoscopy to evaluate possible diaphragmatic or vascular injury in the hemodynamically stable patient [5] . Compared to thoracotomy, VATS is reported to have fewer postoperative complications, better postoperative pain control, fewer wound and pulmonary complications, shorter time to resumption of normal activity and shorter chest tube duration time. Hemodynamic stability is a prerequisite for doing VATS [6] . Rapid improvements in endoscopic surgical technique and instrumentation have expanded the indications of videothoracoscopy in the diagnosis and treatment of diseases of the chest, but its use remains controversial in the trauma setting. Thoracotomy is indicated in patients who require the treatment for associated injuries along with suspected involvement of great vessel and heart where the use of thoracoscpe is not recommended [7] . Open thoracotomy wide incision gives the surgeon excellent exposure and allows removal of the object under direct vision [8] . We planned open thoracotomy in our patient because of lacking facility of thoracoscope in emergency set up and to prevent iatrogenic injuries associated with removal of very sharp objects.
This case serves to remind readers that surgical blade is another sharp object that can iatrogenically enter thoracic cavity while inserting the chest tube. Open thoracotomy and Video-assisted thoracoscopy are recommended treatment modalities used to remove the migratory surgical blade from the thorax. The patient recovered without complication but such sharp object could have resulted in divastating injury involving heart and great vessels.
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